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INTRODUCTION
Worldwide, the prevalence of sexual and family violence is high as about one in three women have experienced intimate partner violence or non-partner sexual violence. 1 A survey in the USA showed that 14% of the men had suffered from severe partner violence and about a quarter had experienced sexual violence-the perpetrator mostly being a man. 2 The Netherlands is not an exception when it comes to high prevalence rates.
A cross-sectional survey with face-to-face interviews showed that 45% of the population had experienced some form of family violence. 3 As for rape, 12% of the Dutch women reported having been raped. For men, the percentage is 3%. 4 The negative consequences for the victims' health are numerous. Physical problems are, for example, sexually transmitted diseases (STDs), unwanted pregnancies and pregnancy complications and chronic pain. Post-traumatic stress disorder (PTSD), depression, anxiety disorders and substance abuse are examples of psychological consequences. 1 5 6 Healthcare usage rates, therefore, are high and the costs to society are considerable. 1 Victims of sexual and family violence often do not seek formal help in the acute phase. 7 8 Shame and fear play an important role in help-seeking behaviour. Moreover, victims often consider the violence as a private matter or as 'not serious enough'. Furthermore, they are afraid that they will not be believed or think that formal services cannot help. 7 9-12 When victims do seek help, they encounter a system of scattered care. Multidisciplinary collaboration between
Strengths and limitations of this study
▪ This study will add to the scarce amount of studies performed in assault centres by giving insight into the implementation process as well as the reach of an assault centre. ▪ This study uses a mixed-method design which combines quantitative and qualitative research methods. As a result of a process of triangulation, we will give a comprehensive view on the functioning of an assault centre. ▪ Dealing with a vulnerable target group might result in a limited recruitment of participants. Therefore, we possibly have to adapt our research methods. Furthermore, owing to the specific situation of our centre, we have to be cautious to generalise.
organisations is poor. 10 13 Fragmentation of care leads to suboptimal care and higher costs.
14 Besides, victims might be treated negatively by the police and/or healthcare professionals and do not always receive the medical care they need, such as pregnancy counselling or safety assessment. 13 15 16 A comprehensive and coordinated system response to violence is needed. 17 Multidisciplinary care, preferably in an assault centre, has been recommended by several researchers in the field of sexual and family violence. 10 18-20 Worldwide, sexual assault centres (SACs) or sexual assault response teams (SARTs) have been established. In 2012, the Center for Sexual and Family Violence Nijmegen (CSFVN) was launched-the first Dutch assault centre that combined care for victims of acute sexual and family violence. The target population of the CSFVN consists of female and male victims of all ages who are a victim of acute sexual and/or family violence. The CSFVN explicitly decided to give care to victims of sexual and family violence because both are forms of gender-based violence and share causes, risk factors and health consequences. 21 Both require a sensitive, respectful, integrative approach by caregivers. 17 Furthermore, many acts of sexual violence are committed by an (ex) partner or a family member. 1 2 22 23 The CSFVN wants to improve care for victims by providing multidisciplinary acute care and adequate follow-up care. Medical, forensic and police services provide the acute care. A case manager provides the follow-up care. The case manager keeps in contact with the victim's general practitioner (GP). The CSFVN thinks it is important to actively involve GPs by contacting them after the acute care, providing information about the CSFVN and giving training about violence. The primary healthcare system, especially the GP, is an important entry point for victims of family violence to seek help, and GPs can play an important role in proper referral and adequate follow-up care. [24] [25] [26] [27] GPs often have a long-term relationship with their patients and are easy accessible. This leads to continuity of care and a strong biopsychosocial, patient-centred focus. Since violence is hardly ever an isolated problem, this integrative view is important in giving adequate care.
Current study
SACs and SARTs seem to have promising outcomes on relationships among collaboration partners, help-seeking behaviour of victims and slightly on judicial outcomes. 10 However, on an implementation level, assault centres face many challenges. A review of Greeson and Campbell 10 revealed organisational barriers, such as struggles to maintain adequate staffing for medical programmes, and problems with acquiring broad-based participation. Other barriers were conflicting goals, role confusion, role conflict and different views on confidentiality restrictions. However, studies on SACs and SARTs are scarce. It is important to pay attention to the process of implementation, next to the reach of assault centres. 13 The aim of this study therefore is to evaluate the CSFVN by studying both its implementation process and its reach. We will conduct a mixed-method study design with quantitative and qualitative data collection and analysis. We will triangulate these data to evaluate in which way and to what extent the aims of the CSFVN have been reached.
To operationalise the evaluation, we formulated the following research questions: (1) what are the factors that facilitate or impede the implementation of the CSFVN? (2) what is the reach of the CSFVN measured by patient, assault and care characteristics? Until now, there are no extensive studies that evaluate the implementation and reach of a particular assault centre, and neither have studies integrated quantitative and qualitative data and the views of professionals and patients. Research is needed to evaluate effects and to apply improvements in the care provided. 10 17 28 METHODS AND ANALYSIS Intervention: CAFVN In October 2011, 1 year before the opening of the CSFVN, the head and the coordinator of the CSFVN made an inventory of bottlenecks in the current care for victims and the benefits of a CSFVN. Meetings were arranged with a broad range of services in the region. Agreements were made between collaboration partners. This led to the CSFVN whose structure and protocol we will now describe.
Structure of the CSFVN
We will describe the CSFVN according to the organisational levels that are used in American studies about SARTs. 29 
Context
The CSFVN is located in Nijmegen, a town of more than 170 000 people. Nijmegen is the biggest town in a largely rural area that is served by the CSFVN. The CSFVN will be part of a growing network of assault centres throughout the Netherlands.
Goals
The overall goal of the CSFVN is to improve the quality of care for victims of sexual and family violence. This goal is subdivided into three separate goals that contribute to reaching the overall goal: (1) improve helpseeking experiences of victims; (2) improve knowledge, attitude and behaviour of professionals towards victims of violence; and (3) improve interdisciplinary collaboration. These goals were formulated together by the members and have been recorded in a memorandum of understanding. The CSFVN executes the goals by offering multidisciplinary care at one location, building up expertise and supporting caregivers in giving help to assault victims.
Membership
The CSFVN is a collaboration between the emergency department (ED) of the Radboud University Medical Centre, the District Police Department, the Community Health Services and an academic Primary Health Care Center. The academic Primary Health Centre employs GPs and has a strong collaboration with psychologists with expertise in PTSD. For research purposes, the health centre works closely together with the Department of Primary and Community Care/Gender and Women's Health. Apart from these core members, the CSFVN has contact with a broad range of caregivers, for example, victims' advocates, women's shelters and child protection services.
Formal structures and leadership
The steering group, which consists of representatives of the collaborating institutions, has quarterly meetings to monitor the quality of care. The meetings are organised by the coordinator of the CSFVN and led by the formal head of the CSFVN. The coordinator and head are not sexual assault responders themselves.
Collaborative activities
The CSFVN organises two-monthly multidisciplinary meetings in which cases are reviewed, bilateral meetings with stakeholders and educational meetings for care providers in the region. Furthermore, there are two-weekly meetings between the coordinator and the head of the CSFVN and the case manager. The CSFVN makes use of a protocol which is annually reviewed by the collaborative partners. It has a memorandum of understanding in which agreements are written down on aims, tasks, responsibilities, exchange of patient data and finances. The memorandum of understanding is signed by authorised representatives of the collaborating organisations. The CSFVN publishes an annual evaluation report online with (limited) patient data (eg, gender, age groups, type of assault, perpetrator characteristics), conducted activities (eg, education and research) and changes in the working process.
Cross-system coordination Appointments have been made for cross-system coordination. They are noted in a protocol. These appointments make sure that the police, forensic physician, ED staff and the case manager work closely together and involve each other in each other's work.
Protocol of the CSFVN
The CSFVN offers medical care and contact with the police and forensic physician to victims of acute sexual (within 7 days after the incident) and family violence. The services of the CSFVN take place at the ED. The protocol consists of the following steps carried out by the ED staff: (1) provide acute medical care; (2) counsel, test and treat STDs including hepatitis B and HIV; (3) counsel on pregnancy and take pregnancy measures if necessary; (4) inform the patient about legal steps and contact the police at the patient's request. If the patient wishes to report, the police comes to the ED to give information about reporting. The forensic physician is called in by the police when the victim considers to report and performs a medical forensic examination; (5) assess the patient's safety and that of her/his children; (6) inform the patient about follow-up care via the CSFVN; (7) send a letter to the patient's GP. If necessary, medical specialists are called in ( paediatrician, gynaecologist, surgeon or infectious disease specialist).
If there are no medical or safety reasons to keep the patient in the hospital, the patient is subsequently sent home. One day later, the CSFVN case manager will phone the patient to invite her or him for a consultation at the academic Primary Health Care Center. The main aims of this consultation are to give emotional and practical support, to provide psychoeducation and to refer to proper follow-up care. The case manager screens for PTSD at 1 month and 3 months after the incident as well.
Study design
Since the CSFVN is an innovative, complex and new intervention and research on assault centres is scarce, especially in Europe, we will use a pragmatic instead of a theoretical approach for our evaluation. We will conduct a mixed-method study design with quantitative and qualitative data collection and analysis. We will triangulate these data to evaluate in which way and to what extent the aims of the CSFVN have been reached. Mixed-method studies are suitable for exploratory research and for capturing the process and circumstances under which a particular intervention takes place by making use of triangulation of data. 13 We decided per research question which research method fitted the question the best. Qualitative research methods, namely focus group discussions and semistructured interviews, will be used to explore the facilitating and constraining factors in the implementation. Quantitative research methods in the form of file analysis will be used to assess the characteristics of our patient population and the care they received. We will use the consolidated criteria for reporting qualitative research (COREQ) criteria for designing and reporting the qualitative research. 30 The COREQ is a 32-item checklist for reporting qualitative research on the following fields: research team and reflexity, study design and analysis and findings. Data will be collected and analysed from January 2013 up to and including June 2016 (3½ years after the start of CSFVN).
Participants

Victims of sexual and family violence
All patients who received care of the CSFVN will be included in the database that the CSFVN developed. The database will be used for the quantitative outcomes. For the qualitative outcomes, all patients aged 16 years and older who received follow-up care via the case manager will be approached for a short interview about their experiences with the CSFVN. Victims below the age of 16 years or intellectual disabled victims will not be interviewed themselves, but we will interview their parents or caregivers when they have accompanied the victim to the CSFVN. For the victims aged 16 and 17 years, we will have to obtain both the patient's as both of his/her parents or caregivers informed consent.
Four victims will be selected according to the purposive sampling technique for extensive semistructured interviews. We think four interviews of 1 hour each will be sufficient to add in-depth information to the short interviews about the experiences of victims with the CSFVN. If four interviews are not sufficient, we will expand the number of interviews. In the sample of four participants, we include victims of sexual and family violence of different age groups and gender. We will choose the participants after having analysed the database. For example, when we notice that the CSFVN is visited mainly by victims in the age group 18-25 years who have been raped by a known perpetrator, we will make sure we will interview one victim with this profile. Victims will be chosen in consultation with the case manager on their suitability (eg, a victim must have a certain capability to reflect on the care of the CSFVN and must not be too vulnerable).
Collaborating partners within the CSFVN The participants will be representatives of the collaborating partners of the CSFVN, namely the ED, the Community Health Services, the police and the academic Primary Health Care Center. We will interview policymakers as well as direct (health) care providers.
Measures
Implementation process Information will be obtained by conducting semistructured interviews and focus group discussions with the collaborating partners, care providers and the patients of the CSFVN. Interview guides will be composed on the basis of existing literature and discussions with the supervising committee (GH, ALJ, SLFW). In the short interviews with victims, we will ask about their experiences with the medical, legal and follow-up services. The results of the short interviews are used to compose the interview guide for the extensive interviews with victims in order to clarify results and gather in-depth information. As for the professionals, we will ask about their experiences with the CSFVN at the individual ( professional) level and at the level of interdisciplinary collaboration. We will focus on facilitating and constraining factors in the implementation. We consider factors in the implementation process as facilitating when they contribute to reaching the aims of the CSFVN: improve help-seeking experiences of victims, improve the knowledge, attitude and behaviour of professionals and improve interdisciplinary collaboration. Constraining factors can be seen as challenges in reaching these aims. We will analyse our data at three levels: (1) the level of the victim, the level of the professional and the level of interdisciplinary collaboration. In our analysis, the victim will be put up front, since, in line with the WHO guidelines on responding to intimate partners' violence and sexual violence against women, 31 we support a victim-centred approach.
Reach of the CSFVN
The reach of the CSFVN will be measured by analysing the CSFVN database that contains patient characteristics, such as: sociodemographic characteristics and use of medication; assault characteristics, such as perpetrator characteristics and use of alcohol and/or drugs; and care characteristics, such as received medical care and involvement of police and forensic physicians. To assess for PTSD, we will use the translated and validated Trauma Screening Questionnaire. 32 
Data collection
The stakeholders of the CSFVN who will be interviewed receive written information on the study and will be asked by email to participate. The interviewer is a researcher trained in interview techniques. The patients who will be interviewed are approached by phone. The case manager will conduct the short interviews with patients, since we think the case manager is more easily trusted and less threatening than a third person. The CSFVN has two case managers and to counteract bias, the patient will not be interviewed by the case manager who provided care. The extensive interviews with victims will be conducted by a trained interviewer who has experience with vulnerable populations. All interviews will be recorded and transcribed verbatim.
The CSFVN database consists of data obtained from medical, police, forensic and follow-up care files of the patients with CSFVN. The data will be made anonymous.
Data analysis
The qualitative data about the implementation of the CSFVN will be analysed by content analysis using the Atlas.ti software program. The data will be analysed by two researchers separately (EZ and a medical research trainee) in a process of open, axial and selective coding. The stakeholders who participate are given the chance to give feedback on their transcript before analysis.
We will use descriptive statistics to analyse the quantitative data from the patient files. SPSS will be used for the analysis. We will compose profiles of the victims who visit the CSFVN according to their sociodemographic characteristics, for example, age group and gender, and assault characteristics (eg, use of alcohol/drugs, known or unknown perpetrator). We will subsequently examine in what way different groups make use of the CSFVN, for example, by whom and in which time frame are they referred, do they report to the police and do they make use of the follow-up care?
ETHICS AND DISSEMINATION Ethics
The Ministry of Justice gave consent for conducting analysis of police and forensic files on 9 September 2015 (file number PaGlBIZl48362).
The collaborating partners and the care providers of the CSFVN will receive written and oral information on the study. This information will contain, for example, information on the voluntary character of participation, the possibility to withdraw at any moment and the opportunity to ask questions of a researcher with no links to the conductors of this study. They have more than a week to consider whether they want to participate or not. Before the interview starts, the participants will be asked to sign an informed consent form. In the articles that will be based on this interview, we will make sure that quotes are not convertible to a particular person.
We are dealing with a vulnerable target group. Our database will therefore be made fully anonymous. The database is saved at an extension at the computer to which only EZ has access. The code list will be stored in a secure data storage archive. The case manager will give an opportunity to victims to conduct the interview by telephone. This will make the burden for the victims lower than if they were to visit the centre. Information on the study will be sent to their address or will be relayed over the phone-depending on the choice of the victim. We will make clear appointments with the victims on when and how long to call-bearing their safety in mind. In the articles that will be based on this interview, we will make sure that particular persons cannot be traced. Dissemination Dissemination will be done by submitting scientific articles to academic peer-reviewed journals. We will present the results at relevant international, national and local conferences and meetings. We will send press releases to relevant media. We will share the results with the network of assault centres in the Netherlands.
DISCUSSION
Sexual and family violence are problems that have considerable negative consequences for the victim's health. Victims who seek help encounter a system of scattered care. Since low-threshold multidisciplinary care is urgently needed, the CSFVN has been launched in 2012. The CSFVN is a multidisciplinary collaboration between medical, psychosocial and judicial services. A victim of sexual and/or family violence receives multidisciplinary care in the acute setting and follow-up care in the primary healthcare context. This study will evaluate the implementation process and the reach of the CSFVN. We expect that an assault centre improves helpseeking experiences of victims and enhances interdisciplinary collaboration when implemented well. Literature is scarce and proper research is needed to rectify the existence of assault centres. We want to contribute to this 'pioneer work'. This information will be useful for parties who intend to set up an assault centre or a multidisciplinary collaboration programme for violence and it helps to improve the care of existing assault centres.
Strength and limitations
This study is the first study in the Netherlands that focuses on the evaluation of an assault centre at both the implementation and outcome levels. In Europe, studies have been done about assault centres, but they do not deal explicitly with the implementation processes. Qualitative data are lacking. We will use a mixed-methods study, which uses different sources and combines quantitative and qualitative research methods. This mixed-methods study is recommended by researchers in the field of SACs and SARTs. 13 28 Triangulation of data will enable us to give a broad and extended view on the functioning of an assault centre.
The centre will be studied from its early preparations for the start (2011) until 3 years after the opening, which is expected to give us a better understanding of its development in time. We will involve a wide variety of participants with backgrounds in medical, psychosocial and/or legal disciplines. We explicitly want to involve our patients as well. Without the view of our target group, this evaluation would not be complete. However, involving the victims can become challenging. 33 The victims went through traumatic events they want to forget. We have to take into account that the burden of our evaluation should be as low as possible. We will possibly lose a certain number of patients to follow-up.
Since this study will be performed in one assault centre-the CSFVN-which has its particular aims and philosophy and is bound to local circumstances, conclusions should be extrapolated to other settings with caution. Also, since this is an exploratory study, we are aware that some findings will ask for more in-depth research. Therefore, we think that our results should serve as a basis for subsequent and ongoing research.
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